!5ection of 9Lar.ngologp President-W. M. MOLLISON, M.Chir. [December 7, 1934] REPORTS OF CASES PREVIOUSLY SHOWN (I) Fixation of Cords in a Case of Exophthalmic Goitre.-T. B. LAYTON. Kate M., now aged 58, was shown at the meeting of the Section, held May 6, 1921, as a case of bilateral abductor paralysis in exophthalmic goitre (Proc. Roy. Soc. Med., 1921, xiv, Sect. Laryng., 55) . The late Dr. William Hill expressed the opinion (unpublished) that the condition was one of fixity of the crico-thyroid joints rather than a paralysis. Time proved him to be correct, and the fixity became more marked until tracheotomy became necessary. The patient wears a tube with a pea-valve.
This case is shown in order to raise a discussion on the physical signs of fixation of the joints as distinct from paralysis of the cords.
DiscU88ion.-HERBERT TILLEY recalled the case of a man upon whom he had performed an urgent tracheotomy about thirty-seven years ago, for bilateral adduction of the vocal cords. Beyond some swelling of the mucous membrane covering the arytenoid cartilages, no other laryngeal lesion was to be seen, nor was it possible to discover any central or peripheral lesions involving the origin or distribution of the recurrent laryngeal nerves. The patient bad been kept under periodical observation for some thirty years, during which time he remained at work but had been unable to relinquish the tube, which did not prevent him frQm speaking with a fairly good, though husky voice. During that period his general health had been excellent. The case might therefore be regarded as one of mechanical immobilization of the vocal cords, probably due to inflammation of the crico-arytenoid articulations.
A few years later, a medical man was seen for huskiness and pain on speaking or swallowing, with slight dyspncea and stridor on exertion. His temperature was 101.40 F. and walking caused pain in the knee-joints and ankles. The left arytenoid region was much swollen, and the vocal cord motionless in the mid-line. He returned home, and passed through a sharp attack of rheumatic fever; two months later all the laryngeal structures were normal and his natural speaking voice bad returned.
These experiences led in 1918 to communication with twenty-three cases of vocal cord immobility seen during the preceding ten years. From ten patients no reply was received; they bad probably died from some grave primary lesion which involved the corresponding recurrent nerve. Of the remaining thirteen, six had completely recovered the use of the previously immobile cord, three had died, and four remained in 8tatu quo ante.
The deduction which might be drawn from these observationis was that fixation of a vocal cord in the position of adduction did not necessarily imply a grave prognosis, although it would always be one's duty to exclude those factors which gave to an immobile cord its peculiar and often serious clinical significance.
HAROiLD BARWELL asked the reason of the remark that time had shown the diagnosis of fixation of the cord to be correct. It still looked like an abductor paralysis. There was no sign of scarring or old infiltration, so far as he could see, in the neighbourhood of the joints, and there was a little movement of the arytenoids on attempted phonation. He thought that in many of these old-standing paralyses the cords gradually became fixed from contraction of the fibres of the capsule of the joint, and of the muscles, but that paralysis was the primary cause of the condition. P. WATSON-WILLIAMS remarked that in this patient, on phonation the right arytenoid adducted and rode over the left arytenoid which, being fixed, was not displaced; an example of the difference between fixation and paralysis, since, with a left cord merely paralysed but the arytenoid not fixed, the arytenoid would be pushed aside by the more active opponent on the other side. That was a point in the diagnosis of these cases. Further, in this case the cord on the left side was broader-than that on the right side and was at a different level.
T. B. LAYTON (in reply) said that the great point in the differential diagnosis of unilateral paralysis from fixation of the crico-arytenoid joint was that when the normal cord came back and hit the arytenoid, in paralysis the cord moved the arytenoid, but in fixation it slid in front or above. In the present case the left cord and arytenoid were totally fixed, but there was some movement on the right side. As that arytenoid came back and hit the other one, it slipped in front.
The question was, if one was sure there was a bilateral abductor paralysis due to definite paralysis of the nerves, was it not always a very, serious lesion? Did any of those patients live as long as this patient had? In the cases described as living for many yeare he suspected that it was a disease of the joint, as distinct from primary paralysis.
